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) WRI’I‘EQ‘;PI{AWLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

300 IF!EB FEB 16 1952

! BIRTH NO.

THE DIVISION OF HEALTH OF VMISSOUIVII
STANDARD CERTIFICATE OF DEATH

REG. DIsT. No. _ 310 _ primary Rec. DisT. w0. A0BA . Repistrars No

State File No....

N Km&,—(,mg

27

1. PLACE OF DEATH

2 USUAL RESIDENCE (Where decessed lived. If insthtation:

rmidenos befors

HOSPITAL O

a. COUNTY . v a. SYATE b. COUNTY . adustasion).
st._Charles Missouri St. Charles
b. Cé};\' ufof:m corputaty limits, write RURAL und glve ol gTAli'E:LG;.l:;: "E'F-\ <. Cg‘g (It outaide carpocute lmits, write RURAL an.d give townahip) 0 ?.?3
Towv St, Charles 50 yrs# TowN gt. Charles ©
d. FULL NAME OF (1f not ia baepitsl or institution, cive rirset addrem or loesticn) d. STREET (If raral, gve loastion)

ADDRESS 701 South Fourth Street

10a. USUAL OCCUPATION (Give kind of work
domduﬂnlumdwuﬂumc svan if retired)

Rervice Station Qperator

10b. KIND OF BLI@'JNESS OR IN-
DUSTRY

INSI'ITUTION ZQ] qnuﬂl aurth
36‘5%%55%% s. {First) b. (Middie} ¢. (Last) |4 DSTE (Month)  (Day) ° (Year)
(Typeor Priney  OSCARDP J nsch DEATH February 5, 1952
5. SEX 0 6, COLOR OR RACE | 7. \Ed‘llADF:)"‘fEB BIE‘}ISFRICEBHRIED. 8. DATE OF ‘BIRTH — b 9. AGE (In n)-n firypore UeDER M WIS
. . {Hpacily’ : Eust birthday] ours | Min
Uale White 22 \gan 32 1877 | 75 Lo leal |

»

i

11. BIRTHPLACE (State or torslsn oountry) *
LTI Portage des Sioux,

12, CITIZEN OF WHATY
UNTRY?

llaa. FATHER'S NAME

William

Yhainsch:

| Sophle pa

130, ETHER 5 NKIDE NamE 14. NAME OF

(Yes, no, or unknawn)

18. CAUSE OF DEATH
. Enter only onecauss pet
line for (s}, (b), and (¢}

*Thizr does not mean
the mode of dying, such
a# Aegrl falture, asthenia,

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
({If yes, glve war or dates of sarvice}

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Mordid conditions, if any, giring DUE TO (b)

'mcwmabouamw)mlny
. . ...DUETO (& - %Mﬂ&yd MM

the underlying canse

” ®IFE
|Alice(Dorsey)tunsch

dectd
1950

'IS. SOCIAL SECUR{;I’OY 17-INFORMANT'S StGNATURE OR NAME

S
MEDICAL CERTIFICATION

Yot . charles

ADDRESS
Mo ,

INTERVAL BETWEEN
ONSET AND DEATH

f (wwwwp\aj

/ h«u}L

19a. DATE OF OPERA-
TION

.. -

ff.L-l/

de. It means the dis-
case, infury, or complica- f o ‘)&J-—:-
tion which caused deazh. | 11. OTHER SIGNIFICANT CONDITIONS
Condithons contributing to the death but not EI M —
relafed to the diseass or condition erusing death.
195. MAJOR anmc;s OF OPERATION j . 20, M.ITOPSY?

2la. ACCIDENT

210. PLACE OF INJURY (e.4.. It ox sbout

2. (CITY. TOWN, OR TOWNSHIP).

-,-,,a% '

(Bpecity) -(COUNTY)
SUICIDE boms, farm, fastory, strest, offics bidg..eta)
HOMICIDE
214. TIME {Month) (Day) (Year) (Hour) Zl_o..!NJ_URY OCCURRED { 21f. HOW DID INJURY OCCUR?
. : - . WHILEAT{ ] MOT WHILE : o
INJURY = | “work AT WORK .
2. I hereby that I atlended the deceased from o ¢ 19 ¥/ o r 19,£_.‘T!ha¢ I last saw the deceased

e

_aliog on 5" 198 L, and that death Seurred ot Qe 15 P from the causes and on the date stated above.
(Dw of title) | 23b. ADDRESS .231: DATE SIGNED
_ f?}(AdtﬂL : ”:'}44¥Sul£§‘lbu6 2-6 S
z . . DATE 2ic. NAME OF CEMEI‘ERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) -~ (Biste)
MR Ia T | Feb 9,1952| St. Charles Borromeo |:St. Charles County, HMo.
/|| eATE REC'IE-BY‘L%A__'I: RAR'S SIGNATURE _ , 254 =) 5.#7@; CEOR'B B8IGHATU '..1'* fnnu:sa@
_2 - S’ S Ot a il M B - N - . O o

(Licemted Embalmer®s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

—
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, L1 g R —

i ,  Student Embaimer ¥o.

working undér my personal supervision.

SEUSENE +amererrrreaneenensesateesnesinees” smaaw C @/ﬁjﬂ/‘“ﬂ#fﬂf

S.ant Reamer ' Licensed Embalmer No. 4‘ 5 Lf' 6

' - . N PRI ‘
o P. O. Address_z&..z._%gﬁ.ﬂeﬂ.al, .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fa:'lure to comply
the above constitutes _grounds for revocation of license.)

If this body is not embalmed, fact.should be so stated above. ) _ .




